Fig 6 A, tuberculous infecton ofbody ofL4 in an
Indian woman. Note localized nature ofkesion and relative retention ofdiscs. The extra density ofthe vertebral body may be due to compression. On the other hand, B shows extra density in the bodies ofD1I and 12 not caused by conWression. A paravertebral abscess is also seen in this West Indian woman lying bony focus is usually obvious. On the other hand, large paravertebral abscesses may be found in immigrant patients, yet an underlying bony lesion may be hard or impossible to find.
The reason for the different reactions to the tuberculosis organism in different subjects is not clear. These changes have been found in Asians, West Indians and in a few West Africans. Osteomalacia Asian immigrant women frequently attend hospital complaining of backache. The causative lesion of many of these is osteomalacia. In only very severe cases will deformities such as biconcavity of the vertebral bodies be seen. However, in many cases the diagnosis may be made by spotting Looser's zones. These are most commonly found at the ischiopubic junctions and on the under surfaces of the femoral necks. Parts of the lower ribs may be included on anteroposterior radiographs of the lumbar spine. Close scrutiny of these areas may be rewarding in that Looser's zones are occasionally found in the lower ribs.
Other Lesions Immigrants, of course, are susceptible to the same diseases that affect Caucasian patients. For example, a destructive lesion in a pedicle in the cervical spine of a 14-year-old West Indian girl proved to be an osteoblastoma. A destructive lesion in the neural arch of a 25-year-old Indian man was caused by a giant cell tumour. Both lesions closely resembled the destructive lesions that may be found in tuberculosis in immigrants. Dr H Baddeley (Bristol Royal Infirmary, Bristol, BS2 8HW) Kaposi's Sarcoma In 1872 Professor Moritz Kaposi of Vienna described 5 patients with 'idiopathic multiple pigment sarcoma of the skin' who presented with pigmented skin nodules on the extremities. In 1894 he amended the name to 'idiopathic multiple haemorrhagic sarcoma' in recognition of the fact that organs other than the skin were involved by the disease. The clinical and histological features of this disorder have continued to pose problems of nomenclature and at least 32 different names have been applied to it at different times. For many years it was regarded as a sarcoma of multicentric origin which arose in blood vessels and was called 'Kaposi's h2emangiosarcoma'. Microscopic examination of the nodules reveals focal dilation of blood vessel capillaries and lymphatics. Spindle cells are present in addition to round cell, plasma cell and histiocyte proliferation. Recent findings suggest that the entity should be considered as an angioblastic reticulosis rather than as a true sarcoma (Camain & Quenum 1962) . None the less most authorities continue to use the title of 'Kaposi's sarcoma'.
In the United States, Kaposi's sarcoma has been observed to occur more often in immigrants from eastern Europe and Italy (Dorfell 1932 , Cox & Helwig 1959 . A high proportion of patients have been noted to be Jewish (McCarthy & Pack 1950) and American negroes are also affected by the disease (Cox & Helwig 1959 ). Kaposi's sarcoma has been encountered in the United Kingdom, but is far less common than in eastern Europe or the United States. A morbidity rate of 0.28 per 100 000 of the male population has been reported from Sweden (Oettle 1962) .
After World War II it was recognized that Kaposi's sarcoma occurred relatively commonly amongst Bantu males in tropical Africa and a morbidity rate of 2.6 per 100000 males was encountered in Uganda (Oettle 1962) . The disease accounted for 4-5% of the cases in the Kampala Tumour Registry (Lothe & Murray 1962) . Tumours occurring in Bantu females are extremely uncommon and white women in Sweden and the United States are affected far less often than men (Oettle 1962) . Most subjects are over the age of 25 years when the disease presents (Taylor et al. 1971 ) but a lymphadenopathic form of the disease occurs in children which is clinically similar to malignant lymphoma (Davies & Lothe 1962) .
Four main types of clinical behaviour have been discerned in patients with Kaposi's sarcoma Section ofRadiology nodular, fungating, infiltrating and lymphadenopathic (Taylor et al. 1971 ). In the nodular type, several painful purplish raised lesions develop on the feet and legs though occasionally the genitalia, upper limbs or upper alimentary tract may be the site of initial lesions (Reynolds et al. 1965) . The nodules, which are usually less than 2 cm in diameter, appear and may regress spontaneously over a period of many years. Though often accompanied by localized aedema, bone involvement is unusual. Microscopic examination of nodules that are undergoing resolution shows involution of vascular tissues, fibroblast and collagen formation. The fungating form is characterized by large ulcerated masses which may be 20 cm in diameter and the infiltrating form by extensive invasion of deep tissues and bone. Amputation may be necessary in both these forms which fortunately develop in only a small proportion of patients. Histological examination of fungating and infiltrating lesions reveals a greater number of spindle cells with more mitotic figures than in the more indolent nodules.
Lesions frequently arise in other parts of the body such as the alimentary, respiratory, reticuloendothelial and cardiovascular systems, yet Kaposi's sarcoma is not often responsible for death in adults (Lothe & Murray 1962) . The childhood lymphadenopathic form produces widespread lymph-node enlargement rather than skin nodules. The prognosis in this form of the disease is much worse than in adults (Davies & Lothe 1962) . Though clinically dissimilar from the other types of Kaposi's sarcoma, it displays the same histological appearances.
A high incidence of coexistent lymphoma and leukxemia amongst patients with Kaposi's sarcoma has been reported, and over 100 such cases have been described in the literature (Reynolds et al. 1965 ).
The value of radiology lies in the demonstration of the presence and extent of bone involvement by tumour, especially in the extremities where the majority of fungating and infiltrating lesions occur. The small bones of the hands and feet are most frequently involved. Rarefaction, cortical erosions and cystic lesions are the bone changes that have been described (Davies 1956 , Palmer 1962 .
Rarefaction has been attributed to increased hyperemia caused by multiple soft tissue nodules and is accompanied by adjacent soft tissue swelling. Erosion of the external aspect of the bone cortex by soft tissue tumour may produce a shallow, well-defined defect or, if more rampant, may lead to destruction of the whole bone. Lamellated or spiculated periosteal new bone formation can occur in association with the more destructive lesions. Well-defined cortical erosions may simulate intra-osseous 'cystic' lesions when viewed en face, but profile views show that bone absorption on the external aspect of the cortex. Widening of the cavities of long bones with scalloped erosion of the endosteal aspect occurs often. Correlation of the radiological and pathological findings after amputation has shown that tumour may extend through the medullary cavity after it has once breached the cortex from outside. The limited studies carried out so far indicate that bone changes occur only in association with contiguous soft-tissue tumour (Taylor etaL. 1971 )1 Nodules deep to the skin have been demonstiated by soft tissue radiography (Palmer 1962) and arteriography has been used for the same purpose (Haylock 1964) . The nodules are extremely vascular so that tumour vessels and tumour blush are readily apparent. Arteriography is also useful for demonstrating the extent of the more invasive limb lesions. The chest radiograph may reveal pulmonary nodules or pulmonary plethora and barium examination may demonstrate gastric small bowel and large bowel tumours which are often symptomless.
Peripheral lymphography in 14 patients with cedema of the extremities revealed lymph vessel obstruction or lymph-node abnormalities in all of them and injection of skin nodules with oily contrast medium also produced lymph-vessel sfiling (Baddeley & Bhana 1971) .
Multicentric neoformation of lymphatics has been postulated as the primary process on the basis of histological and histochemical evidence, and it has been observed that the location of the lesions corresponds to the normal distribution of lymphatics (Dorfman 1962) . The anatomical, radiological and histochemical evidence favours the lymphatics as the site of origin of Kaposi's sarcoma. The occurrence of a lymphadenopathic form and the frequent coexistence of lymphoma and leukxemia tends to support this concept.
Dr Dion R Bell (Liverpool School of Tropical Medicine) presented a series of radiographs followed by related clinical pictures to demonstrate the wide range of tropical diseases likely to be encountered in an immigrant population. 
